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§ 433.153 Incentive payments to States 
and political subdivisions. 

(a) When payments are required. The 
agency must make an incentive pay-
ment to a political subdivision, a legal 
entity of the subdivision such as a 
prosecuting or district attorney or a 
friend of the court, or another State 
that enforces and collects medical sup-
port and payments for the agency. 

(b) Amount and source of payment. The 
incentive payment must equal 15 per-
cent of the amount collected, and must 
be made from the Federal share of that 
amount. 

(c) Payment to two or more jurisdic-
tions. If more than one State or polit-
ical subdivision is involved in enforc-
ing and collecting support and pay-
ments: 

(1) The agency must pay all of the in-
centive payment to the political sub-
division, legal entity of the subdivi-
sion, or another State that collected 
medical support and payments at the 
request of the agency. 

(2) The political subdivision, legal en-
tity or other State that receives the in-
centive payment must then divide the 
incentive payment equally with any 
other political subdivisions, legal enti-
ties, or other States that assisted in 
the collection, unless an alternative al-
location is agreed upon by all jurisdic-
tions involved. 

§ 433.154 Distribution of collections. 

The agency must distribute collec-
tions as follows— 

(a) To itself, an amount equal to 
State Medicaid expenditures for the in-
dividual on whose right the collection 
was based. 

(b) To the Federal Government, the 
Federal share of the State Medicaid ex-
penditures, minus any incentive pay-
ment made in accordance with § 433.153. 

(c) To the beneficiary, any remaining 
amount. This amount must be treated 
as income or resources under part 435 
or part 436 of this subchapter, as appro-
priate. 

Subpart E—Methodologies for De-
termining Federal Share of 
Medicaid Expenditures for 
Adult Eligibility Group 

SOURCE: 78 FR 19942, April 2, 2013, unless 
otherwise noted. 

§ 433.202 Scope. 
This subpart sets forth the require-

ments and procedures that are applica-
ble to support State claims for the in-
creased FMAP specified at § 433.10(c)(6) 
for the medical assistance expenditures 
for individuals determined eligible as 
specified in § 435.119 of this chapter who 
meet the definition of newly eligible 
individual specified in § 433.204(a)(1). 
These procedures will also identify in-
dividuals determined eligible as speci-
fied in § 435.119 of this chapter for 
whom the State may claim the regular 
FMAP rate specified at § 433.10(b) or the 
increased FMAP rate specified at 
§ 433.10(c)(7) or (8), as applicable. 

§ 433.204 Definitions. 
(a)(1) Newly eligible individual means 

an individual determined eligible for 
Medicaid in accordance with the re-
quirements of the adult group de-
scribed in § 435.119 of this chapter, and 
who, as determined by the State in ac-
cordance with the requirements of 
§ 433.206, would not have been eligible 
for Medicaid under the State’s eligi-
bility standards and methodologies for 
the Medicaid State plan, waiver or 
demonstration programs in effect in 
the State as of December 1, 2009, for 
full benefits or for benchmark coverage 
described in § 440.330(a), (b), or (c) of 
this chapter or benchmark equivalent 
coverage described in § 440.335 of this 
chapter that has an aggregate actu-
arial value that is at least actuarially 
equivalent to benchmark coverage de-
scribed in § 440.330(a), (b), or (c) of this 
chapter, or would have been eligible 
but not enrolled (or placed on a waiting 
list) for such benefits or coverage 
through a waiver under the plan that 
had a capped or limited enrollment 
that was full. 

(2) Full benefits means, for purposes of 
paragraph (a)(1) of this section, with 
respect to an adult individual, medical 
assistance for all services covered 
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under the State plan under Title XIX 
of the Act that is not less in amount, 
duration, or scope, or is determined by 
the Secretary to be substantially 
equivalent, to the medical assistance 
available for an individual described in 
section 1902(a)(10)(A)(i) of the Act. 

(3) For purposes of establishing under 
paragraphs (a)(1) and (2) of this section 
whether an individual would not have 
been eligible for full benefits, bench-
mark coverage, or benchmark equiva-
lent coverage under a waiver or dem-
onstration program in effect on Decem-
ber 1, 2009, the State must provide CMS 
with its analysis, in accordance with 
guidance issued by CMS, about whether 
the benefits available under such waiv-
er or demonstration constituted full 
benefits, benchmark coverage, or 
benchmark equivalent coverage. CMS 
will review such analysis and confirm 
the applicable FMAP. Individuals for 
whom such benefits or coverage would 
have been available under such waiver 
or demonstration are not newly eligi-
ble individuals. 

(b)(1) Expansion State means a State 
that, as of March 23, 2010, offered 
health benefits coverage statewide to 
parents and nonpregnant, childless 
adults whose income is at least 100 per-
cent of the Federal Poverty Level. A 
State that offers health benefits cov-
erage to only parents or only nonpreg-
nant childless adults described in the 
preceding sentence will not be consid-
ered to be an expansion State. Such 
health benefits coverage must: 

(i) Have included inpatient hospital 
services; 

(ii) Not have been dependent on ac-
cess to employer coverage, employer 
contribution, or employment; and 

(iii) Not have been limited to pre-
mium assistance, hospital-only bene-
fits, a high deductible health plan, or 
benefits under a demonstration pro-
gram authorized under section 1938 of 
the Act. 

(2) For purposes of paragraph (b)(1) of 
this section and for § 433.10(c)(8), a non-
pregnant childless adult means an indi-
vidual who is not eligible based on 
pregnancy and does not meet the defi-
nition of a caretaker relative in § 435.4 
of this chapter. 

§ 433.206 Threshold methodology. 

(a) Overview. Effective January 1, 
2014, States must apply the threshold 
methodology described in this para-
graph for purposes of determining the 
appropriate claiming for the Federal 
share of expenditures at the applicable 
FMAP rates described in § 433.10(b) and 
(c) for medical assistance provided 
with respect to individuals who have 
been determined eligible for the Med-
icaid program under § 435.119 of this 
chapter. Subject to the provisions of 
this paragraph, States must apply the 
CMS-approved State specific threshold 
methodology to determine and distin-
guish such individuals as newly or not 
newly eligible individuals in accord-
ance with the definition in 
§ 433.204(a)(1), and in accordance with 
States’ Medicaid eligibility criteria as 
in effect on December 1, 2009 and to at-
tribute their associated medical ex-
penditures with the appropriate FMAP. 
The threshold methodology must not 
be applied by States for the purpose of 
determining the applicable FMAP for 
individuals under any other eligibility 
category other than § 435.119 of this 
chapter. 

(b) General principles. The threshold 
methodology should: 

(1) Not impact the timing or approval 
of an individual’s eligibility for Med-
icaid. 

(2) Not be biased in such a manner as 
to inappropriately establish the num-
bers of, or medical assistance expendi-
tures for, individuals determined to be 
newly or not newly eligible. 

(3) Provide a valid and accurate ac-
counting of individuals who would have 
been eligible in accordance with the 
December 1, 2009 eligibility standards 
and applicable eligibility categories for 
the benefits described in § 433.204(a)(1), 
and subject to paragraphs (d), (e), and 
(g) of this section, by incorporating 
simplified assessments of resources, en-
rollment cap requirements in place at 
that time, and other special cir-
cumstances as approved by CMS, re-
spectively. 

(4) Operate efficiently, without fur-
ther review once an individual has been 
determined not to be newly eligible 
based on the December 1, 2009 stand-
ards for any eligibility category. 
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